and the Yale-Brown Obsessive Compulsive Scale Modified for Body Dysmorphic Disorder. These scales probe issues such as how much of the day thoughts about appearance preoccupy the sufferer, how long they devote to mirror gazing and how much effort goes into appearance camouflage. Unless these issues are specifically probed, it is easy to miss the diagnosis of body dysmorphic disorder. Dr Laugharne and colleagues do not seem to have used such instruments.
It would have been particularly interesting to compare the scores between the patient discussed and her mother, who may have been even more concerned about personal appearance. After all, it was the mother's excessive preoccupation with facial features that partly led the index patient to seek terminations because of fears over possible facial imperfections in her babies. If my hypothesis is right Dr Laugharne and colleagues are correct to report dysmorphophobia-by-proxy, but the diagnosis may have more properly belonged to the mother. The difference is crucial because then the correct management would be to involve the mother in future psychological treatment. (April 1998 JRSM, pp. 199-201) is right to emphasize the need for ensuring that, in planning treatment, decision-making should be shared between patient and doctor. I would, however, like to point out that case 2 is fundamentally different from the others, in all of which there is a clear diagnosis. There is bound to be a cause in a mother in her early 30s who has been unable to fall asleep at night, has had a poor appetite and has lacked energy for three weeks and in whom the doctor has detected a depressed mood. The doctor's first duty in such a case is to make a diagnosis, which should include aetiology. He will need to take a comprehensive life history leading up to what may have happened recently, when the cause will usually appear. If it does not he may need to seek information from another informant, as specialist advice. The request for pills is almost certainly a way of avoiding this further enquiry, which could be made by the practice counsellor. The question is not whether this patient should have counselling or pills but what disorder she has, what is its cause and then what treatment is appropriate. By far the most likely cause of such symptoms is a personal conflict, and treatment, which may well be carried out by the counsellor, will aim to resolve this. Samuel (June 1998 JRSM, p 293) highlight the fact that dementia care is disjointed because of the separation of psychiatry from general medicine for the elderly. Surely the time has come for physicians of old age and psychiatrists of old age to work with their inpatient beds in closer proximity. This would enable patients on the general medical wards to get a more urgent psychiatric opinion and vice versa. The dilemma is particularly evident in patients with an acute confusional state. They are not admitted to psychiatric beds in case there is an acute medical problem, and once they are admitted to a medical bed there is a distinct management difficulty since they often wander. The time has come for trusts to look at the setting up of joint wards for the acutely confused. These should be staffed by nurses (RMN, RGN or a mixture) with sympathy for this group of patients. Once it is clear to which specialty they belong they can move on. Also the management of all patients in the elderly group would surely be better in one directorate under one trust. Has the time come for either psychiatry of old age to be moved back into an acute trust or the medicine of old age to move into community trusts? David G Smithard 
